pathogens. Toxic shock syndrome was excluded because an exotoxin-producing staphylococcus was not isolated. Serial electrocardiographs showed changes consistent with hypocalcaemia on day I, and hyperkalaemia and day 3, otherwise they were normal. There was evidence of liver and pancreatic dysfunction, with raised levels of liver enzymes and amylase in the blood.
Recovery was complicated by multiple rightsided focal fits of short duration, and his EEG showed generalized slow-wave activity, which was prominent and focal in the left temporal region. He gradually regained consciousness, and at the end of the second week there was a left hemiparesis. During the next four weeks he steadily improved; on discharge from hospital he could sit unsupported and feed himself, and his left hemiplegia had become less dense. The patient is now 3 years and 6 months of age; his residual disabilities are a mild paraplegia and slight speech delay, but otherwise his psychomotor development is normal.
Discussion
The patient reported here fulfilled five of the principal diagnostic criteria for Kawasaki disease (KD): fever for more than five days, erythema of the lips and buccal mucosa, induration of the hands and feet, erythematous rash, and conjunctival injection (Melish 1981) . He showed histological evidence of a vasculitis in the skin. We had no specific proof of cardiac involvement, his liver and pancreatic function were abnormal, and we speculate that his neurological symptoms could have been caused by a vasculitis.
Several renal complications have been documented in KD -pyuria, proteinuria and haematuria (Yanagihara & Todd 1980) and haemolyticuraemic syndrome (Ferriero & Wolfsdorf 1981) .
Renal biopsy in the present case failed to demonstrate a vasculitis, but did show immune changes reminiscent of those seen in acute transplant rejection and connective tissue disorders, in both of which conditions a vasculitic process is involved. An earlier renal biopsy may have shown a perivasculitis, which is characteristic of the acute phase of KD.
The aetiology of KD remains obscure, although a 'microbial' source would still seem to be the most likely cause of the initial clinical picture. The finding of an 'immune' process on renal biopsy during the second week of illness in the present case would seem to stengthen the hypothesis suggested by Melish (1981) that the subacute phase of the illness is an immunemediated reaction in response to an initial 'microbial' insult.
Management of KD is unclear, but close monitoring of cardiac function is imperative, 0141-0768/83/070616-03/$01.00/0 using electrocardiograms, chest radiology and, more recently, echocardiography. Follow up must be on a long-term basis in view of the increased mortality. Patients given corticosteroids in the acute phase have been found to have an increased incidence of coronary aneurysms (Kato et al. 1979) . Currently the recommended therapy is aspirin in standard anti-inflammatory doses during the acute phase; and if cardiac involvement is certain, then long-term low-dose aspirin is indicated. Until the aetiology of this mysterious condition is known, effective therapy is unlikely to be instituted. 
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Case report
The patient, a male Caucasian aged 59 years, first noted a warty area on the left buttock in 1974. This gradually increased in size and in 1979 he presented with multiple, confluent, hyperkeratotic verrucous nodules and marked surrounding erythema over the left buttock and upper thigh.
Repeated courses of superficial X-ray therapy and excision with grafting have been undertaken. These have failed to contain the spread of the tumour and have resulted in persistent areas of ulceration, particularly over the left hip.
The clinical appearance consists of skincoloured nodules, many of which have overlying warty hyperkeratosis (Figure 1) . These lesions are confluent in many areas. On the posterior thigh at the graft site there is a large erythematous, papillomatous plaque, from which numerous warty excrescences protrude. At the periphery of the whole area there are lesions which resemble molluscum contagiosum, some of which have hyperkeratotic plugs. Transient erythema lasting a few days has been observed on the left lower abdomen and right thigh. There is chronic lymphoedema of the left leg and genitalia and some oedema is present in the right leg. No lymphadenopathy has been detected and there is no clinical evidence of distant metastases.
Histological sections show acanthosis, papillomatosis and some hyperkeratosis. Within the epidermis there are multiple nests of tumour cells which differ from surrounding squamous cells in that they have smaller, more darkly staining nuclei and less cytoplasm (Figure 2 ). They lack adhesion to adjacent epidermal cells. Tumour cell nests are also present in spaces in the dermis (Figure 3) . Positive anti-factor VIII immunoperoxidase staining in the cells lining these spaces suggest that they are lymphatic vessels. A PASstained section shows small amounts of glycogen present. Histology of the erythematous areas showed no evidence of tumour invasion.
Discussion
Benign tumours of eccrine sweat ducts are classified according to the portion of the duct in which they arise. In hidroacanthoma simplex (Smith & Coburn 1956) or eccrine poroepithelioma (Mishima 1969) , multiple cell nests are seen within the epidermis. In eccrine poroma (Pinkus et al. 1956 ), involvement of both epidermis and dermis is present, and in dermal duct tumour (Winkelman & McLeod 1966) the cell nests are situated entirely in the dermis. In all three types the cell morphology and histochemical features are similar. Typically the cell nests consist of regular, small cells which have central darklystaining nuclei and less cytoplasm than basal cells. Minute split-like spaces represent attempts at duct formation. The cells are rich in glycogen. Phosphorylase and succinic and malic dehydrogenase activity is increased. Electron microscopy reveals sparse tonofibrils but well preserved dermosomes (Hashimoto & Lever 1964) . There are few reports of malignant counterparts of these tumours in the literature (Smith Mishima & Morioka 1969 , Ishikawa 1971 but the overall histological architecture and histochemical features appear to be retained.
The most important differential diagnoses of eccrine poroma, whether benign or malignant, are basal cell carcinoma and conditions in which intraepidermal cell nests occur. Basal cell carcinomata do not contain glycogen and show no phosphorylase activity. Marginal pallisading of cells is a feature not seen in eccrine poroma. The diagnosis in the present case was originally considered to be intraepidermal carcinoma of Borst and Jadassohn. However, this is a contentious entity and most pathologists feel that it is not a tumour in its own right (Mehregan & Pinkus 1964) . Intraepidermal cell nests are seen in a number of neoplastic conditions of the skin (Table 1 ). In the case presented these can be excluded on clinical and histological grounds. The patient described shares remarkable similarities with a case reported by Pinkus & Mehregan (1963) under the heading 'Epidermotropic Eccrine Carcinoma'. Extensive warty nodules on a lower limb were present. Histologically, tumour cells were seen occupying an intraepidermal position and the same cells were present in spaces in the dermis. These spaces have been shown to be lymphatics in the case reported.
When discussing the evolution of these tumours, one must consider two possibilities. Does the tumour arise multifocally in theepidermis from pluripotential cells and spread from there to lymphatics? Or, as seems more likely, does the tumour spread from a single intraepidermal focus via dermal lymphatics to multiple intraepidermal sites?
Treatment in this case has been difficult, and there is little guidance to be obtained from the literature. Both radiotherapy and plastic surgery have been disappointing. The aromatic retinoid, etretinate, has been shown to have some beneficial effect in epidermal neoplasms (Schnitzler et al. 1980 ) and a therapeutic trial of this drug is in progress in this patient.
